The transference phenomenon as central to the problem of sex between psychotherapist and patient is discussed. Socio-semantic factors related to the evolution of psychotherapy from Freud to the present are presented. Contemporary pertinent studies are reported. Societal and legal attitudes towards offending therapists are briefly touched upon. Reflections are made and suggestions are offered for dealing with this serious issue.
Introduction
Sex between psychotherapist and patient is part of the large group of victimizations. Webster's unabridged dictionary derives the word victim from the Latin 'victima', and the Sanskrit 'vinakti' -he sets apart; and is akin to OHG -vih-holy. The following meanings are given: (1) a living being sacrificed to a deity or in the performance of a religious rite.
(2) One that is subjected to oppression, hardship or mistreatment. (3)One that is tricked or duped. (4)One that is injured . . .1 In this particular case the sacrificial lamb is a helpless, regressed person who has been seeking help and entrusted a supposedly well-balanced and well-qualified individual with the solution of the riddle of hislher life.
The process of psychotherapy confronts two individual entities -the therapist and the analysandin a particular social moment. The therapist as well as the analysand are two unknowns. The sociohistorical moment during which their communicative alliance takes place changes as the social climate does", For example, sexual expression has become more open along with an increasingly more permissive society. There is no doubt that psychoanalysis at the time of Sigmund Freud and the social Victorian era was more constricted and regulated by rigid rules, expressions of the rigid social mores of that particular time, even though Vienna is reported to have been then a centre of quasi-liberal thinking. Therapists such as Ferenczi and Wilhelm Reich were cautioned by Freud against 'erotic gratifications' and 'genital excitation' during the analysis3.4. They eventually became disturbing to the psychoanalytic movement because of their unorthodox point of view regarding expressions of sexuality during therapy and de facto found themselves extruded like foreign bodies from the main stream of the analytical movement. Even Sigmund Freud, a son of his time, was shocked by the revelations of his female patients and later because of the intense negative reaction of his professional confreres and the Viennese society at large, thought it better to review his theory of infantile seduction thus making fantasies out of facts", Today, the sexual abuse of children by their parents, usually father-daughter, is unfortunately quite common and Freud might initially have been right. Recently there has been a trend for psychotherapists, and among them are included psychiatrists, psychologists, social workers, counsellors, and the clergy, to 'divest themselves of their magical robes and to appear more human.' Therapists are more selfexpressive and sharing an intimacy has become the fashion. Rigid, proscribed rules do not keep patient and therapist at a distance and sexual intimacies that previously brought about guilt and shame are now public domain.
In order to understand therapist-patient sex properly it is necessary to take into consideration the most important period of what is called psychotherapy, whatever the type and the setting may be: that is, the establishment of transference and counter-transference. To individuals who have been involved in psychodynamic, psychoanalytically oriented psychotherapy for years, the transference period during analysis is well known. Reference is made here to what have been called positive and negative transference and counter-transference. That is one ofthe most crucial moments of psychotherapy. It is crucial because at that particular time the therapist's emotional stability is put to a test. It is, indeed, at that time that a therapist, be it male or female, who analyses a neurotic patient is often inundated with feelings and manifestations of affection by his/her patient who has established what we call transference. That is part of the therapeutic process, and it is thought to be always present even though to different degrees. This discussion will not consider the negative transference because most probably it is only occasionally conducive to therapistpatient sex.
Social milieu and present-day psychotherapy
Present-day psychotherapy has changed along with the times. For the past 30 years patients involved in individual psychodynamic, analytically oriented psychotherapy rarely lie on a couch in a helpless, regressive status, but are seated on a chair. During the social evolution of psychotherapy, the couch has often been done away with. Its sad and humane origin is probably not common knowledge. At the same time the victories of feminism and the progressive liberalization of society have also done away with many defenses and taboos. Communication between therapist and patient has become more open, and thinking has been at times unrestrained and provocative. This has certainly facilitated different types of transference and counter-transference. Freud 0141·0768/90/ 1l071S..QSI$02.00/0 © 1990 The Royal Society of Medicine warned, 'The psychoanalyst knows that the forces he works with are the most explosive kind and that he needs as much caution and conscientiousness as a chemist".
Even when the therapist has undergone personal analysis and has apparently resolved some of his neurotic quirks, he is usually left with the knowledge, but not the unquestioned mastery, of a method of approaching life's problems and not with an unshakeable ego or an unfeeling self. The tenet is that a formal personal analysis does not shield the therapist from the pitfalls inherent in the psychotherapeutic encounter with the patient. The therapist should have a particular personality structure. He should be knowledgeable and experienced in his field; he should be understanding and empathic but not sympathetic. He should be relatively content in his own personal life, aware of his own unresolved inner conflicts and affective frustrations. Most of all he should have a self-controlling ego. As Freud said, 'The therapist should be able to deny the patient who is longing for love the satisfaction he or she craves .. .' and, 'Abstinence is absolute".
During the past three decades, for socio-economic reasons, society at large and our professional groups in particular have manoeuvered a semantic shift by which our patients have become 'clients' and we have become 'dispensers of services'. Even though physicians certainly continue to see, at least officially, the person sitting across from them as a patient, it is possible that at times, even for them, he or she has lost that particular aura of 'sick person'. This has probably contributed to a certain laxity in the therapeutic encounter. Since physicians have become providers of services, the oath of Hippocrates cannot easily come to their rescue in such a situation.
Leona Bachrach aptly states: 'Words at times take a life of their own or have a meaning far beyond what was originally intended. The replacement of the term "doctor" and "patient" with the term "provider" and "consumer" is a semantical destruction or at least a misrepresentation. Economic terms are not the best in describing those people who are ill and in need of professional care. At the basis of "provider" and "consumer" is the obvious tendency in our society to homogenize all mental health professionals, paraprofessionals and non-professionals as people who are offering services", However, the replacement of medical terms with economic ones is damaging. This semantic shift, at the same time, has certainly created practical, confusing consequences. The medical psychotherapist, in particular, may be confused in his own identity, because while in reality he is a member of the healing profession, officially he has been declassified to the role of provider of services and is expected to continue to uphold his Hippocratic oath of healing and doing no harm unlike many other 'providers'. For some psychotherapists that may bean unconscious factor for their weakening sense of responsibility.
Societal changes during the past few decades have certainly contributed to the evolution of psychotherapy and the changing values of daily life. This has brought about not only the dissolution of sexual morality in society at large but has also had a great impact on the stability of values and moral judgement in consultation rooms.
'Openness used to be the virtue that permitted us to seek the good by using reason. It now means accepting everything and denying reason's power', says Allan Bloom. He also states in his recent book, The Closing of the American Mind, 'Relativism has extinguished the real motive of education, the search for a good life".
Ruth T Barnhouse comments on the prevailing climate of sexual openness and permissiveness in our society and states that the younger generation has been conditioned to very few sexual taboos beyond violence, incest, and seduction of minors", Even though it may be argued that the older generation was raised in a climate where sex was surrounded by mystery, sacredness, and taboos, more basic to that at the present time is a subtle, pervasive, confusion of feelings and values, a state of anomie that creates non-acceptable behavior. The theory of social relativism has generated a creeping permissiveness that is present not only in social life but has penetrated families and personal lives -at times almost completely. However, more pertinent to the topic, this permissiveness occasionally infiltrates the therapeutic relationship that takes place in consultation rooms. The libertarian society has created unforseen problems for many therapists and their patients.
Contemporary studies
Freud warned about transference: 'The therapist must recognize that the patient's falling in love with him is induced by the analytical situation. It is not to be attributed to the charms of his own person, so that he has no ground whatsoever for being proud of such a conquest'< The Oedipal or the Electra situation as well as the father and daughter incest taboo are at the basis of sex between therapist and patient at an unconscious level. 'The therapeutic situation, always and inevitably, at least to some degree, partakes of the parent-child relationship and sexual encounter between patient and therapist, regardless of the sex of the participants, it is incestuous in character', Ruth Barnhaus states.
The statements by Ralph R Greenson, 'The analyst may react to the patient's transference with a counter transference but he may also react to any other behavior or action or thought or memories of the patient with transference', and 'In the face of a strongly positive transference the patient would gladly give up all prospects of cure for the return of his love', further point out the intricacies of the transference phenomenon", In the strong negative and positive transference phase of analysis, the patient is not interested in his illness or his cure, but only in the analyst. Therefore transference, at times, is equal to resistance.
The weakened sexual taboo of incest, especially between father and daughter, has brought about the greater possibility of sexual involvement between male therapist and female patients. If transference and the regression of patients to an infantile stage is accepted, during psychotherapy sexual playing or intercourse between therapist and patient cannot be anything else but incest. Strangely enough real mother-son incest is reported infrequently. The frequency of mother substitute-son incest is well known. Greek mythology offers for consideration the satyrs, deities of nature, known for their orgies and lasciviousness. The term satyriasis portrays the natural lasciviousness that may take place in a consultation room10. James L McCartney, in his 1966 paper, 'Overt Transference', suggested more activity during psychotherapy and that the patients needed to caress, to fondle, to observe and examine the body of the therapist and in some instances share in sexual Intercourse!'. It is clear that he had a strange idea of what parenthood, being a parent surrogate, transference, and helping someone to mature actually mean. In 1971, another psychiatrist, Martin Shepard, with his first book, Love Treatment, and again in 1972, with his second, A Psychiatrist's Head, propagandized sexual intimacy between therapist and patient as a means to helping the patient overcome sexual frigidity and sexual fears 12.13.
Kardener et at. made a study of 1000 male physicians regarding erotic and non-erotic contact with patients in the Los Angeles area in 1973. Four to five per cent of psychiatrists, obstetricians, surgeons and family practitioners responded that they engaged in erotic practices including sexual intercourse 'rarely', while 5-11% of the others admitted to engaging in erotic practices short of sexual intercourse. In analysing motivations for these practices he pointed at the child-parent relationship as a possible subject of investigation'". Marmor also thought that there is a parent-child relationship in the transference phenomenon, recognized the seduction of patients by therapists, and the incest at an unconscious level, which could lead to potential harm for the profession of psychiatry. In The Seductive Psychotherapist, he stated that at times the therapist himself has unconscious needs that may stimulate impulses towards intimacy with his patients'", Therapists such as Dahlberg, Masters and Johnson, and Forer, also dealt with the subject of intimacy between therapist and patient. 'The therapist might want to recapture his youth. Intimacy is taking advantage of patients. Objectivity cannot be found in bed. Body contact may be useful but it may be difficult to say whose needs are being mettherapist or patient'16'18.
Rumenik, in her experimental study, found that nonerotic physical contact was seen as having positive effects for the participants as well as for the therapy process in general. Results indicated that males, therapist or clients, were motivated by power, while females, therapist or clients, by romantic reasons. Erotic physical contact between clients and therapist was perceived as negative'", The study by Holroyd viewed nonerotic hugging, kissing and touching of the opposite sex patient as a risky practice leading to sexual intercourse. Older and more experienced therapists might be better able to deal with non-erotic contacts".
A recent APA Committee on Women conducted a survey of 1423 psychiatrists. Even though 98% of respondents believed sexual contact is always inappropriate and usually harmful, 6.4% admitted to engaging in sexual contact with patients. Eightyeight per cent of the incidents were between male psychiatrists and female patients. Eighty-seven per cent of the therapists had finished approved residencies. Fifty-seven per cent were board certi-fIed 21.
The recent nationwide survey by Gartrell of 5574 psychiatrists, revealed that out of 1314 respondents, 7.1% of the 1057 males and 3.1% of the 257 females admitted to sexual contact with their own patients. The therapists whose involvement was repetitive were males. Forty-one per cent of the involved therapists sought consultation for their offence 22 • Even though at times the females involved in such episodes might be classified as hysterical, sociopathic, or psychotic, it is clear that nothing would take place without the conscious or unconscious participation of the therapist. A 66-year-old psychiatrist from Boston, involved in sex with patients, stated in his self defense during an interview, 'While it is a wrong thing to do, the woman patient is not a helpless, vulnerable individual. These things went on for a long time. There had to be cooperation'F. His is probably male chauvinism.
Usually women who have become involved with a therapist later felt exploited and eventually turned against the therapist creating havoc in their own and the therapist's lives. In his study Newman indicated the damaging effect to the patient in a therapistpatient sexual acting out. He listed reoccurrence of symptomatology, prolongation of therapy, excessive demands on second therapist, and damage to patient's marriage among these effects. On the basis of his study, he concluded that there are no positive results from patient-therapist sex 24 • Belfer recently expressed his worries that physicians and/or psychiatrists might be looked upon as the professionals most likely to engage in sexual conduct. 'Clearly, sexual misconduct is a broader issue', he said, 'involving other types of disciplines as weU'23.
Personal and legal consequences for the therapist As a result of therapist-patient sex encounter therapists lose their self-respect, the respect of their communities, and their medical practices. Subtle seduction, possible castration, and certainly ambivalence may be at the root of sexual interaction between therapist and patient. Many a venomous legal suit has destroyed the object of previous affection. The therapist who becomes involved with a patient breaks the Hippocratic oath, becomes a derelict of moral responsibility, shows poor clinical acumen, and certainly poor judgement. Mogul, a Boston psychiatrist, who serves on the APA's Ethics Committee, observed that, 'It is probably reasonable to consider the need for some kind of sexual misconduct legislation but none of the pending bills seems to adequately address the problem?", Siassi stated that in a therapeutic relationship there should be, as in any good parent-child relationship, 'maximum social intimacy, coupled with maximum sexual distance's". When the sexual abuse inflicted on a patient is repetitive and the therapist uses special devices to induce compliance, the transference becomes a real satyriasis saga. The seriousness of such performances needs no comment.
There is no doubt that a therapist who is dissatisfied with himself, who has feelings of insecurity, inadequacy, and of not being the object of affection or appreciation, is any easy prey to the progressive admiration and pseudo-love from a patient-child who sees in him an omnipotent giver of support, guidance, and understanding. The therapist's judgement may at times become impaired by that. Usually the therapist's own personal needs and motivations overwhelmingly contribute to a sexual contact, that the American Psychological Association and the American Psychiatric Association, both condemn in their 'Principles of Ethics '26.27. It is also believed that sexual contact in the context of a client-therapist relationship is likely to disrupt the therapeutic process and cause harm to the client. Taylor and Wagner in an empirical study in 1976 based upon 34 published accounts concluded that negative effects for the client, the therapist, or both occur in 45% of the cases, mixed effects occur in 32%, and positive effects occur in 21%28. Lymberis, a member of the APA's subcommittee of Education of Psychiatrist on Ethical Issues, in a recent panel discussion stated that all the studies that she reviewed show that sex between therapist and patient is harmful. She also said that statistics prepared by the 1987 California Senate Task Force on Psychotherapists' and Patients' Sexual Relations indicate that between 6600 and 17000 consumers may have been involved sexually with their therapists. Apparently only 1-4% of patients take action against their therapists. 'It does not take much to recognize that this constitutes a significant public health issue', she further stated 29.
Legal action may be brought against the psychotherapist in Minnesota, Wisconsin, Illinois, and Colorado, even if the sexual contact was with the patient's consent. The moratorium, the period after termination of therapy, during which patient and therapist are legally prohibited from engaging in sexual contact with one another, differs from state to state. Usually it is a period of several years. In California sexual intercourse with a patient may not be legally pursued for 2 years after the ending of therapy. In Minnesota, however, a therapist can engage in sexual activity with a previous patient 6 months after termination of therapy. In Florida, sex with a patient or former patient is always illegal.
Sexual contacts between therapists and their patients have been criminalized in Wisconsin, Minnesota, and Florida. The state of Washington is considering this option. California has declined to take criminal action since 1988. The state of Massachusetts is trying to pass a bill that reads as follows, 'A psychotherapist who engages in sexual intercourse with a patient may be guilty of rape ... a crime punishable by a life sentence or any term of years in the state prison'23. In most states the therapist is liable to losing his license or to civil suit. In California liability includes sexual intercourse, sodomy, oral copulation, touching the female breast or the groin or buttocks of either sex, directly or through clothing.
There may be rare cases in which the so-called therapeutic relationship might serve as the ground for a mutual, wholesome, emotional encounter between two people. Certainly those cases will eventually develop into a well-balanced relationship leading to a successful married life. 'All roads lead to Rome?' After all, couldn't it be possible for a therapist to really fall in love with hislher patient?
Reflections and suggestions
Our society is increasingly becoming dehumanized. Patients and even therapists at times, seem to be lost and lonely, able to function only in a merely mechanical way, longing for communion, acceptance and that difficult-to-find feeling of love. The therapeutic setting is a place where feelings and desires surface easily, and at times, unrestrained and uninhibited. Unfortunately it is the most ideal setting for the development of intimacy between two sensitive people who may at times wrongly behave as either the seeker or the sought after. They are nothing else than camouflaged, outward Jungian persona who are searching for meaning and fulfillment but who are unconsciously taking advantage of a structured, artificial relationship only conducive to self defeat, guilt, and failure. That is why, even though such a type of behavior should be condemned, we should not disregard that therapist and patient alike are children of their time who are in need not only of reproach but also of charitable understanding. The loss of a license by a psychotherapist is thought to be the greatest deterrent of any future misbehavior action. The mere fear of a possible law suit or losing a license, however, is not the best deterrent because so often libidinous lust can cloud and overpowers any good judgement. Even today, the Socratic dictum 'Know thyself' would seem to be the most powerful deterrent.
Transference, as Freud stated'... is so complicated and conditioned by so many factors' that it can be argued that excessive punitive action toward the therapist for his reprehensible behavior may be nontherapeutic and non-rehabilitative. Failure in therapy during such a basic human phenomenon as transference was well understood by Freud who thought that the therapist should refrain from any sexual involvement and that 'Conventional morality and professional dignity surely make this impossible'. At the same time he looked at it with great common sense when he warned that 'Those who mock at the failings of others are not always themselves free from them . . .'5 A compassionate and kind, but just, approach to the failing psychotherapist would seem to be indicated.
St Augustine, one of the earliest modern psychologists and a profound religious thinker, in writing about the integrative force of his human relationship with Ambrose, Bishop of Milan, clearly stated the two basic, most important attitudes that a penitent sinner needs. 'That man of God received me as a father and showed me episcopal kindness on my coming's". That is what patients as well as failing psychotherapists should be given, in addition to technical and psychological help for the resolution of their basic emotional conflicts.
